Aortocoronary Bypass Grafting
To the Editor:
Drs. McIntosh and Garcia are to be complimented for their recent dispassionate and thorough review of the first 10 years of aortocoronary bypass grafting,' coming at a time when frequently more heat than light has been generated and a national news weekly describes a recent national scientific meeting on this topic as a "heated debate."2 However, I do find several areas of disagreement. First, table 1 cites the VA Cooperative Study on Stable Angina as showing no differences in incidence of myocardial infarction following bypass grafting, when in fact the VA Cooperative Study has published no data as yet dealing with this issue. 3 The other two randomized studies cited in table 1 are too small to draw significant conclusions. It is more fair to say that the effect of bypass grafting on subsequent myocardial infarction in patients with stable angina is presently unknown.
Next, the legend to figure 7 stating that there is no statistical difference in survival between medically and surgically treated patients with left main coronary lesions beyond 12 months is a misquote of the original article4 and figure. Statistically significant differences in survival were present up until 24 months.
The discussion of our previously published data on survival analyses of non-randomized medically and surgically treated patients with similar extent of coronary disease and similar ejection fraction5 may be misleading. The authors state that we excluded procedural deaths (i.e., operative deaths) from the surgical group. This was true of only one small portion of our analyses, the sudden cardiac death rates given in table 7. For the survival analyses (figs. [2] [3] [4] [5] , which make up the major portion of our report, procedural (operative) deaths were included.
Finally, I find myself in disagreement with the important concluding statement of the summary: ". available data in the literature do not indicate that initial symptomatic improvement necessarily persists . ." The authors cite the data of Anderson, et al.6 indicating 75% of patients remaining in functional Class I or II, whereas the figure was 93% in the first year. We have no difference of opinion over the fact that some patients have return of symptoms. I believe that symptomatic relief in 75% of patients for over four years is an outstanding record for any form of palliative therapy. 3 The authors reply:
The thoughtful and generally complimentary comments of Dr. Hammermeister regarding our "Review of the First Decade of Aortocoronary Bypass Grafting, 1967-1977"' were appreciated. It would have been surprising if all readers had agreed with all of our interpretations or the data that was selected for emphasis.
Much to our embarrassment and disappointment, we did, during the multiple typings and retypings of this manuscript, permit at least three significant errors to be introduced and published. Dr.
Hammermeister has called attention to two of these: 1) He is correct in stating that the VA Cooperative Study of Stable Angina2 has not published data comparing the incidence of myocardial infarction in operated versus nonoperated patients. This fact is so stated in our text on page 406. Table 1 had originally stated "no difference reported." Through error, the word "reported" was somehow deleted. We apologize to the readership of Circulation and the members of the VA Cooperative Study Group for this error.
2) Dr. Hammermeister is correct that the legend under figure 7 describing improved survival in operated versus nonoperated patients with left main coronary artery disease also contains an error. The text on page 415 quite properly states: "Data from the one randomized study of left main coronary artery disease lend support to the promise that life expectancy in patients with this serious lesion may be prolonged by ACBG at least through 30 months. At 36 months the number of survivors in both groups was so small that the difference was statistically insignificant."3 Recent communication with Dr. Timothy Takaro indicates that the difference favoring ACBG in the survival of patients with left main coronary artery disease that can be demonstrated in the VA Cooperative Study is highly significant now, even at 48 months.
3) Another error, not commented on by Dr. Hammermeister, but equally as serious and embarrassing, also appears in table 1. The numbers of deaths in the medical group and the ACBG group of the study by Guinn and Mathur4 were reversed: seven deaths (12%) occurred in the medical group while three deaths (5%) occurred in the surgical group.
Dr. Hammermeister stated that the other two randomized studies cited in table 1 "are too small to draw significant conclusions." I presume that he is referring to the study by Guinn and Mathur4 and Kloster.' These studies randomized 116 and 95 patients, respectively. They are rather small but they were carefully conducted studies. Dr. Hammermeister indicated that because of the small size of the studies that it would be "more fair to say that the effects of bypass grafting on subsequent myocardial infarction in patients with stable angina is presently unknown." We find no fault with that VOL 58, No 3, SEPTEMBER 1978 statement for it is not unlike the statement that we made in the conclusions of our review on page 426. We stated: "There are at present no conclusive data in the medical literature to support the concept that ACBG is superior to adequate medical management to prevent or even ameliorate other signs and symptoms of ischemic heart disease, such as myocardial infarction, arrhythmia and congestive heart failure. The procedure therefore is not recommended for these purposes.
The main message that we hoped to emphasize in the review' was that it is indeed surprising after 10 years of experience with between 300,000 and 400,000 patients that we do not know the answer to such important questions. In my judgment, many surgeons and cardiologists believe that surgery does prevent myocardial infarction. If the procedure did in a significant manner prevent myocardial infarction would one not expect it to be apparent after such an extensive and prolonged experience? As has often been said, "it did not take a randomized study to demonstrate the efficacy of penicillin in the treatment of pneumococcal pneumonia" or "to be different there must be a difference."
Our conclusion that ACBG should not be recommended for the purpose of prevention of a myocardial infarction still appears to be justified.
Dr. Hammermeister indicated that our discussion of his paper on the "Effect of Aortocoronary Saphenous Vein Bypass Grafting on Death and Sudden Death"6 may have been misleading. This was not our intent. Figure 1 in his paper showed the Seattle Heart Watch angiographic registery. Three and 56 deaths are identified as "procedural" among the patients reported as being dead in the medically and surgically treated groups, respectively. It is not clear, even now after rereading the manuscript several times, how one is to ascertain that the procedural deaths were excluded from the results of those patients not dying suddenly. Furthermore, the meaning of the classification is not clear even now; nor is it clear why there was such a striking difference, even considering the differences in the size of the two study populations, in the number of procedural deaths among surgical5 6 and medical3 patients. If we erred in the interpretation of this study we apologize. It is difficult to comment on Dr. Hammermeister's disagreement about our concluding statement in the summary: "Available data in the literature do not necessarily indicate that the initial symptomatic improvement necessarily persists." The statement was supported by three references.5' 7, 8 A number of other well-evaluated studies could also have been cited. It is not surprising that the numbers would appear more or less impressive from one reader to the next. In our review, we attempted to point out where better results might be attained. Thus, in discussing the gradual clinical deterioration in the conclusions, we stated that, "It is thought that the deterioration in good results is due to progression of the disease and may therefore be preventable."
But the bottom line of the review is that Dr. Hammermeister and I may disagree about the meaning of statements about clinical deterioration because of the profound truth that is articulated in the first paragraph of the summary of the review: "Despite a decade of experience in aorto-coronary bypass grafting embracing 300,000 or more operations, indications for its use remain controversial. The controversy persists because of a lack of adequate controls with which to compare the clinical course of operated patients; only 1,248 have been reported who have been studied in a carefully controlled and random manner." They have presented 12 cases with various arrhythmias associated with a short P-R interval and normal QRS duration. In 19621 we published an article on the WPW pattern, which was an analysis of 15,000 routine consecutive electrocardiograms in male subjects age 18-24. The incidence of WPW pattern in that study was 46 in 15,000 routine electrocardiograms or 0.3%, only three of which revealed any evidence of rapid heart action. Consequently, we concluded at that time that the term WPW pattern should be used and that WPW syndrome be applied to those individuals who showed evidence of rapid heart action, and I think that this has generally been adopted since.that time. Similarly, I would suggest that the LGL syndrome, as described in the article of March Circulation, page 454, should similarly be noted as LGL pattern, rather than syndrome, unless evidence of tachyarrhythmias have occurred. It may well be that later in life such patterns may develop tachyarrhythmias; however, at the age we studied there was very little evidence of any tachyarrhythmias. We also reviewed 2,323 routine normal electrocardiograms, of which 34 had a P-R interval equal to or less than 0.12 seconds. Eleven of these had a delta wave in leads I or II, but all had normal QRS duration. None of these revealed a history of or showed tachyarrhythmia. Our study, of course, is somewhat different in that we were reviewing routine electrocardiograms in healthy, young individuals, whereas in the WPW syndrome and LGL syndrome, tachyarrhythmias had occurred, and on reviewing the electrocardiogram in the absence of tachyarrhythmias this pattern was noted. I do think, however, we should make some difference between the pattern and the syndrome.
As a matter of fact, Burch's classification,2 published in the Annals of Internal Medicine in 1947, described Class 5 type WPW as a short P-R intervalless than 0.12 with the QRS normal. Burch
